To the Editor: Our institution recently admitted a 39-yr-old woman with a diagnosis of acute meningitis. A diagnostic lumbar puncture, undertaken with a 22G Quincke needle, confirmed the diagnosis of acute, aseptic, lymphocytic meningitis [(lymphocytes: 81% of ]. On the fifth day after admission, the patient was apyretic, complaining only of postural vertigo. While vertigo was absent with bed rest, she was unable to walk or stand because of bursting attacks of postural vertigo. A cranial computed tomography scan was unremarkable and a consulting neurologist excluded the possibility of toxic vertigo or a complication of meningitis. While the patient continued with bed rest, her vertigo did not resolve. On the tenth day after admission, her vertigo persisted without any headache. Rapid head movement did not initiate symptoms as in classical positional vertigo. An anesthesiologist was consulted to discuss the possibility of a complication of the lumbar puncture. Examination revealed a discrete right hypoacousia, and the possibility of post-dural puncture vertigo was entertained. The patient consented to having an epidural blood patch, which was performed uneventfully. An 18G Tuohy needle was advanced into the epidural space at the L3-L4 level under aseptic conditions. Only 12 mL of autologus blood was injected, slowly, as the patient had complained of lumbar tension (with no real back pain), at the end of the injection. Two hours later the vertigo had completely resolved. At one-week follow-up, the patient reported by phone that she had resumed her normal activities of daily living, without vertigo. Although her hypoacousia had improved, it had not fully resolved.
Post-dural puncture postural vertigo
To the Editor: Our institution recently admitted a 39-yr-old woman with a diagnosis of acute meningitis. A diagnostic lumbar puncture, undertaken with a 22G Quincke needle, confirmed the diagnosis of acute, aseptic, lymphocytic meningitis [(lymphocytes: 81% of 420 cells·mm )]. The patient received acyclovir, amoxicillin, paracetamol and tramadol for four days. However, despite rapid improvement, she was still complaining of vertigo, vomiting and persistent headache four days later. A second lumbar puncture performed at this time showed a reduced, cerebrospinal fluid (CSF) lymphocyte count [(lymphocytes 54% of 126 cells·mm -3 , neutrophils 23%, other cells 23%), glucose 2.9 mmol·L -1 , protides 0.82 g·L -1 ]. On the fifth day after admission, the patient was apyretic, complaining only of postural vertigo. While vertigo was absent with bed rest, she was unable to walk or stand because of bursting attacks of postural vertigo. A cranial computed tomography scan was unremarkable and a consulting neurologist excluded the possibility of toxic vertigo or a complication of meningitis. While the patient continued with bed rest, her vertigo did not resolve. On the tenth day after admission, her vertigo persisted without any headache. Rapid head movement did not initiate symptoms as in classical positional vertigo. An anesthesiologist was consulted to discuss the possibility of a complication of the lumbar puncture. Examination revealed a discrete right hypoacousia, and the possibility of post-dural puncture vertigo was entertained. The patient consented to having an epidural blood patch, which was performed uneventfully. An 18G Tuohy needle was advanced into the epidural space at the L3-L4 level under aseptic conditions. Only 12 mL of autologus blood was injected, slowly, as the patient had complained of lumbar tension (with no real back pain), at the end of the injection. Two hours later the vertigo had completely resolved. At one-week follow-up, the patient reported by phone that she had resumed her normal activities of daily living, without vertigo. Although her hypoacousia had improved, it had not fully resolved.
Postural headache is the common manifestation of CSF leakage. 1 This type of headache is usually associated with a cohort of symptoms including vertigo, nausea, vomiting, hearing loss, and tinnitus.
2 In some cases, one of these symptoms predominates, masking the headache.
3 Exceptionally, one of these symptoms is the unique expression of the CSF leakage. 4 Classical symptoms of CSF leakage were absent on the tenth day following the diagnostic lumbar puncture in this case. However, vestibulocochlear dysfunction, in the setting of post-dural puncture, might require longer than the headache to resolve. 3 In this particular case, we suspect that the vertigo was probably of vestibular origin, as it was associated with a right hypoacousia. Drug-induced vertigo may be implicated with tramadol (9.4% of cases) and rarely, with acyclovir. However, at the time the blood patch was performed, both drugs had been discontinued for five days. Furthermore, the efficacy of the blood patch in this case argues against drug toxicity as a mechanism.
In conclusion, severe and disabling postural vertigo may present as a unique manifestation of persistent CSF leakage after a lumbar puncture, and an epidural blood patch may be effective in treating this complication. 
Neck auscultation: a simple new method for confirming tracheal intubation
To the Editor: I read Dr. Christodolou's recent letter 1 regarding neck auscultation with keen interest, and have concerns regarding several issues with this technique. Firstly, Dr. Christodolou suggests that neck auscultation, for the purpose of confirming tracheal tube position, may be beneficial for emergency resuscitation in settings outside of the operating room. Most motor vehicle accident casualties requiring tracheal intubation are considered to have potential cervical spine injury contraindicating cricoid pressure. Secondly, the described neck auscultation maneuver requires advancement and withdrawal of the endotracheal tube over a distance of 1-2 cm. In some instances, this maneuver could lead to extubation and ensuing disastrous consequences. Thirdly, this maneuver could also result in mucosal injury when the tip of the endotracheal tube strikes the tracheal mucosa. Furthermore, in addition to the individual performing tracheal intubation and the person responsible for applying cricoid pressure, the maneuver requires an assistant for neck auscultation. This may not be feasible in emergency situations. Finally, auscultation may be difficult in patients with thick necks.
